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Background:  Autonomous activation of a centralized paging system by emergency physicians for ST-Elevation myocardial infarctions (STEMI) 
improves door to balloon (D2B) times. With increased focus on minimizing D2B times, false-positive activations may occur more frequently, taxing 
the health care system.
Methods:  We analyzed consecutive patients referred for emergent cardiac catheterization for a STEMI by an emergency physician at a tertiary care 
and a county hospital during 2009. Clinical and electrocardiographic predictors of false-positive activation were evaluated in a backward stepwise 
selection logistic regression model.
Results:  Of 225 STEMI activations by emergency physicians, 43.5% had no culprit lesion on angiography. By univariate analysis, history of 
coronary artery disease (CAD), left ventricular hypertrophy, and a prolonged time from inciting ECG to STEMI activation associated with false-positive 
activations. By multivariate analysis, presentation during non-business hours (7PM to 7AM & weekends)(Odds ratio 0.027) and presence of Q waves 
in the ST-elevated leads (Odds ratio 0.025) remarkably diminished false positive activations (see Table).
Conclusions:  With autonomous STEMI activations by emergency physicians, nearly half the patients lack culprit artery occlusion. We identified 
several variables that predict false positive activations. Notably, STEMI activations in the non-business hours are associated with relatively few false-
positive activations. 
Univariate Analysis Multivariate Analysis
Characteristic OR 95% CI p value OR 95% CI p value
History of CAD 1.73 0.82-3.63 0.001* 14.4 0.84-248.5 0.07
Time to activation < 10 min 0.27 0.14-0.51 0.003* 7.47 0.11-511 0.35
Ratio STE to R wave 0.97 0.95-0.99 0.004* 0.923 .82-1.03 0.18
No. of ECG leads with STE ∞ 0.67 0.52-0.86 0.009* 1.27 0.53-3.04 0.59
Q waves present in STE leads 0.23 0.09-0.56 0.019* 0.025 0.001-0.99 0.05*
Log(ECG to Pager Time) ¶ 1.94 0.98-3.83 0.057 1.52 0.05-47.2 0.81
Inferior territory STE 0.32 0.15-0.68 0.059 0.179 0.15-2.06 0.17
Left ventricular hypertrophy° 0.93 0.45-1.93 0.063 2.75 0.12-62.6 0.53
Millimeters of STE ◊ 0.78 0.61-1.02 0.072 0.249 0.05-1.18 0.08
Non-business hours arrival 0.47 0.31-0.72 0.09 0.027 0.001-0.94 0.04*
OR = odds ratio of false-positive activation (higher numbers indicate more false-positive activations)
∞STE = ST Elevation
¶ ECG to STEMI pager activation time log transformed to account for skewness
°by ECG voltage criteria
◊ in the largest single ECG lead
* Statistically significant value
